Background. Previous integrative literature reviews and meta-analyses have yielded conflicting results regarding the effectiveness of psychosocial interventions for cancer patients. Methods. An integrative review of the literature focused on 19 randomized, controlled trials (2006)(2007)(2008)(2009)(2010)(2011) was completed to examine the effectiveness of psychosocial interventions for cancer patients. Eligibility criteria: Inclusion criteria were the study was an English language randomized controlled clinical trial. Results. Seven studies involved nurses. Eleven studies resulted in positive outcomes. Overall, study quality was limited. In eight studies the intervention was not adequately described, 7 studies did not contain a hypothesis, 4 did not include clear eligibility criteria, 10 studies did not randomize appropriately, 9 did not list recruitment dates, 11 did not include a power analysis, 14 did not include blinded patients or data collectors, 11 did not use an intent-to-treat analysis, 10 did not clarify reasons for drop outs, and 11 did not discuss treatment fidelity. Conclusions. Future studies should build on previous findings, use comparable outcome measures, and adhere to standards of quality research. Qualitative studies are needed to determine what cancer patients of varied ages, cancer stages, and racial/ethnic backgrounds believe would be an effective intervention to manage their psychosocial needs.
Introduction
Therapeutic communication and supportive therapies are mainstays of mental health nursing practice. These psychosocial interventions are valuable adjuncts to physical treatment for individuals who have been diagnosed with cancer. It has been determined that 33% of individuals diagnosed with cancer experience severe psychological distress and up to 70% exhibit some degree of anxiety and depression [1] [2] [3] . Relationships, work life, and sense of self are all impacted by a cancer diagnosis [4] .
Excellent care must include interventions that focus on the informational and psychosocial needs of patients [5] . Facilitating emotional expression helps to modulate distress and enhance coping abilities [6] . Psychosocial interventions including therapeutic communication have been used with success to minimize stress, improve quality of life, treat depression, and support cancer patients throughout the course of their diagnosis and recovery [1, 7] .
A national symposium organized by the Agency for Health Care Research and Quality, the National Cancer Institute, and experts in the field concluded that communication and interventions targeting psychosocial issues were among the 8 key domains that are of vital importance in cancer care. These domains highlight the challenges that cancer patients face in coping with their emotions and navigating life disruptions associated with their treatment [8] .
Previous Meta-Analyses and Integrative Reviews
A number of meta-analysis and reviews of the literature have focused on the effectiveness of psychosocial interventions with cancer patients. A meta-analysis conducted by Meyer and Mark [9] concluded that relaxation and behavioral modification improved functional adaptation and symptom control but did not affect medical outcomes. Newell et al. [10] reported that group-based and individual therapy, educational interventions, and guided imagery were effective 2 ISRN Nursing with cancer patients. Most of these interventions were provided by a psychiatrist or psychologist, not nurses, and involved at least six contact hours. Barsevick et al. [11] conducted a systematic review of 36 studies to conclude psychoeducational interventions as well as behavior therapy reduced depression in cancer patients. Rehse and Pukrop [12] conducted a meta-analysis of 37 controlled studies and found that psychosocial interventions improve quality of life among cancer patients. Studies between 1970 and 1999 published in English and German were included. Most studies were conducted in university settings and included primarily well-educated white participants. Females were twice as likely to be included given the frequency of breast cancer diagnoses. Only one outcome point was considered in the meta-analysis. An overall moderate effect sized of 0.31 was reported (even when Rosenthal's fail safe method was used to estimate unpublished studies). The duration of the intervention (greater than 15 weeks) was the only significant predictor that remained after controlling for other variables. The authors suggested that educational programs were more effective because other psychosocial interventions consisted of heterogeneous techniques while education was more consistently defined and implemented across studies.
Uitterhoeve et al. [13] reviewed the literature to examine the effectiveness of psychosocial interventions (specifically cognitive behavioral therapy) on quality of life for individuals diagnosed with advanced cancer. Thirteen studies published between 1990 and 2002 were critiqued. Nurses delivered the majority of interventions (n = 8 studies). In 12 of the 13 trials positive quality of life changes including improved levels of depression were seen.
Also in 2004, Chow et al. [14] conducted a meta-analysis on randomized controlled trials published between 1966 and 2002 and reported that psychosocial intervention did not prolong survival among cancer patients. Only 8 trials were reviewed, patients with differing types of metastatic illness were included, and trials with short follow-up times were reviewed, all of which limited the conclusiveness of the results.
Williams and Dale [15] published a systematic literature review that questioned whether psychotherapeutic interventions are effective in reducing depression among cancer patients. Their review included 18 trials published between 1995 and 2005. All studies provided clear descriptions of the intervention and had representative samples. Sixteen of the studies reported reasons patients gave for dropping out of the study. Several trials found cognitive behavioral therapy and social support reduced symptoms of depression. The major flaw identified by the author was that numerous studies were single-centre trials that did not monitor for use of other interventions that could have confounded the results.
Also in 2006 Osborn et al. [16] published a metaanalysis of the effectiveness of psychosocial interventions for depression, anxiety, and quality of life among cancer survivors. Included were 15 randomized controlled trials published between 1993 and 2004. Cognitive behavioral therapy was described as being effective in reducing depression, minimizing anxiety, and improving quality of life. Individual interventions were more effective than group interventions.
Jacobsen and Jim [17] summarized the results of systematic reviews and meta-analysis of the effects of psychosocial intervention on anxiety and depression among cancer patients. Randomized controlled trials between 1980 and 2003 were examined. Fourteen publications made reference to anxiety and 6 reported positive outcomes from psychosocial interventions. Nine studies reported psychosocial interventions were effective in improving symptoms of depression. The authors critiqued numerous methodological issues in the studies that were reviewed.
Edwards and Hulber-Williams [18] published a review of psychological interventions for women with metastatic breast cancer on psychological and survival outcomes. Randomized clinical trials published between 1966 and 2006 were examined. Five studies (cognitive behavioral and supportive-expressive) used a group format and showed limited evidence of benefit. Edwards and Hulber-Williams argued for standardization of outcome instruments, inclusion of cost effectiveness analysis and suggested interventions be designed based on preferences of individuals with cancer.
This integrative review of the literature was conducted to examine whether recent research has shown psychosocial interventions to be effective with cancer patients. The review summarizes randomized controlled studies and integrative reviews that have been published between 2006 and 2010. During that period strides were made in medical treatment and knowledge of the influence of cortisol levels [19] . Patient attitudes toward psychosocial intervention may have shifted, reimbursement policies have been modified, and types of practitioners involved in provision of care have changed. Insufficient guidance currently exists for health care providers and researchers regarding the most effective type of psychosocial care [20] . It is necessary to understand whether, how, and why psychosocial interventions are effective with individuals who have been diagnosed with cancer. It is also critical to examine published studies if we are to design additional research that builds in a progressive manner on existing studies. If gaps in the literature are narrowed by successive refinements of psychosocial interventions and research methods we will have a more coherent research base from which to design future clinical interventions and research.
Methods
An integrative review of the literature, not a meta-analysis, designed to determine effect size was conducted. Electronic searches of Pub Med, Cinahl, and the Cochrane Library between 1/1/2006 (since the last published integrative literature review and meta-analysis) and 2/23/2011 were completed using the key words listed in Table 1 . The type of research design was not specified in this search. This was done to identify as many relevant articles as possible and to avoid use of the search terms "randomized controlled trial" that might have resulted in missing relevant articles. Patients with cancer of any type or stage were included, and Total articles located  Therapeutic communication and cancer  96  Psychological support and cancer  375  Psychosocial and cancer  174  Communication and cancer  308 the review was not limited to a specific outcome measure such as depression or quality of life. This was done because given the small number of studies located (n = 19) it was not possible to target specific outcome measures such as depression or quality of life although several studies documented decreased depression and decreased anxiety [7, [21] [22] [23] , improved quality of life [23, 24] , and enhanced functional status/well-being [25, 26] . References of all 19 papers were examined using the snowball method to identify additional studies. No studies that met the inclusion criteria were identified using the snowball method. No unpublished studies were located. Of the above 953 articles initially identified, 42 were located with more than one search term and eliminated for being duplicative. Eight hundred forty-four studies were eliminated for not being randomized controlled trials. Only 27 (19 included +8 excluded) studies identified using search terms were randomized controlled trials. Inclusion criteria were that the study was a randomized controlled clinical trial published in English, involving adult cancer patients living at home who were over the age of 18 (n = 19). Randomized controlled trials that used volunteers to provide the intervention, focused on cancer patients not living at home, included patient spouses in the intervention, or included pharmacological, physical therapy, and/or complementary and alternative interventions were excluded.
Eight randomized controlled trials were eliminated for not meeting inclusion criteria. One study was excluded as it was a composite of hypnosis (an alternative treatment) and supportive-expressive group therapy [27] . One study was eliminated because it included an intervention that included conditioning exercises provided by a physical therapist [28] . Another study was eliminated because it included a couplefocused group intervention [29] . Two studies were excluded because they combined psychosocial interventions along with use of medications in studies involving cancer patients [1, 30] . One study was excluded because it focused on elderly individuals with cancer living in care homes rather than at home [21] . One study was eliminated because it used volunteers to provide the intervention [24] . One study was eliminated because it reported the qualitative results obtained from a randomized controlled trial [20] . A data extraction form which is labeled Table 2 was developed based on Consolidated Standards of Reporting Trials (-CONSORT) guidelines [22] and used to summarize the included studies and to rank their quality.
Results
Nineteen randomized controlled trials focusing on therapeutic communication and supportive interventions were grouped into four main categories: cognitive behavioral interventions, supportive interventions, group interventions, and telephone-assisted interventions. Of the 19 studies reviewed 11 studies demonstrated positive findings [7, 23, 25, 26, 31, 32, 34, 35, 38, 40, 41] while an additional 4 demonstrated positive findings only after a post hoc analysis was completed [5, 19, 33, 36] . Findings from each category of article are described below. Table 3 . Antoni et al. [7, 32] reported different outcome measures from a single study of female breast cancer patients. In one publication the intervention group had lower anxiety and cortisol and higher cytokine production than the control group [32] . In the second article, a greater reduction in cancer-specific thought intrusion, anxiety, and emotional distress was described in the cognitive behavioral intervention group [7] . Miller et al. [25] reported quality of life improved for patients with colorectal, head/neck, lung, and breast cancer who participated in 8 sessions of a cognitive behavioral intervention. Pitceathly et al. [26] found high-risk patients with breast, lymphoma, or gynecological cancer who received cognitive behavioral therapies were less likely to become depressed or anxious.
Cognitive Behavioral

Supportive Interventions.
Randomized controlled trials focused on supportive psychosocial interventions that included listening, validation, stress management, problem solving, and education related to the diagnosis. Interventions in this category varied substantially including (1) a onetime meeting with a psychologist for clients with gynecological cancer [41] , (2) two communication skills training sessions with nurses for clients with gastric, colorectal, or breast cancer [40] , (3) a coping and communicationenhancing intervention, supportive counseling or usual care intervention offered in six hour-long sessions with a therapist for patients with gynecological cancers [35] , and (4) an educational and stress management intervention lasting 2 hours for patients with melanoma [39] . A coping and communication support intervention provided by mental health nurses who offered an in-home meeting and a followup telephone contact for patients with lung, pancreatic, or liver cancer [42] is discussed in the telephone intervention section even though it is both supportive and telephone based. Supportive interventions are summarized in Table 4 .
Although each of the supportive interventions resulted in improved outcomes, each study used a different type of supportive care, was implemented by varied types of practitioners, relied on a spectrum of different outcome measures, and included clients with several types and stages of cancer. The use of varied interventions as well as the limitations listed in Table 2 made it difficult to make any definitive conclusions about these randomized, controlled trials. A trial registry is mentioned (1 point) Girgis et al. [33] , Kravitz et al. [34] 2 T e l e p h o n e (i) Coled by a nurse, physical therapist, chaplain, or social worker (Miller-CB, [25] ) (ii) One nurse, one social worker (Pitceathly-CB, [26] [7, 32] 
Group Interventions.
Several researchers conducted randomized controlled trials to explore the effectiveness of group approaches that included psychosocial interventions for individuals diagnosed with cancer. Group interventions are summarized in Table 5 . As with the supportive approaches the actual group interventions that were used differed significantly. Interventions for individuals with breast cancer included (1) 26 group sessions offered over a oneyear period led by clinical psychologists [23, 31, 38] , (2) 1 year of group therapy offered by psychologists, psychiatrists, or social workers [19] , and (3) weekly supportive expressive group therapy and education lead by psychiatrists, psychologists, and social workers [36] . The length and number of sessions offered, the professionals involved, and the outcome measures used in these studies varied.
One meta-analysis was also published on the effectiveness of cancer support groups. This meta-analysis covered the years of 1981 to 2001 and included 20 randomized controlled trials. Results indicated that support group participation results in decreased depression and anxiety, increased illness adaptation, improved quality of life, and enhanced marital relationships. Group interventions did not impact survival. Forty-five percent of principal investigators were psychologists, 35% were nurses, and 20% were physicians. Seventy % of studies involved women, 65% focused on women with breast cancer, 96 % offered group sessions on a weekly basis, and a cognitive-behavioral model was used in 92% of studies. Twelve studies focused on depression, 11 on anxiety, 6 on quality of life, 8 on adaptation to illness, 3 on survival, and 2 on marital relationships [45] .
Telephone-Assisted
Interventions. Six randomized controlled trials examined support provided by telephone. These telephone assisted interventions are summarized in Table 6 . Telephone-assisted interventions typically included in-person contacts to establish rapport, followed by periodic telephone contact and support [5, 6, 34, 37, 42] . Kravitz et al. [34] and Girgis et al. [33] compared telephone-based care to care provided by a physician. Two studies included family members in the initial visit [5, 6] . In-person contacts among the telephone studies ranged from 1 session [5, 6 ] to 6 to 8 sessions [37] . In these studies challenges such as symptoms limiting travel, geography, and intervention-associated costs provided the rationale for using telephone-assisted support [20] . Telephone contact was used because it can be a flexible way to provide timely intervention during a stressful period [6] .
The studies by Rose et al. [6, 42] were based on the same sample, collected at 6 weeks [6] showing middle-aged patients had more problems communicating with family members and at 2 months [42] showing middle-aged patients averaged more contacts per month compared to individuals aged 61 to 80.
Aranda et al. [5] used a brief, nurse-delivered visit followed by one phone call. The intervention was not more effective than usual care. The authors postulated that the intervention was too brief to be effective. When the results were analyzed only with women with high needs the intervention was effective in reducing psychological and emotional needs. Walker et al. [37] randomized 200 individuals with lung cancer to a usual care or depression care intervention. Nurses offered 6 to 8 in-person sessions followed by monthly telephone contact. Results are pending as data collection is continuing until June of 2011.
Kravitz et al. [34] compared telephone intervention with care provided by a physician to find that short-term outcomes measured at 2 weeks improved although the longterm outcomes at 6 and 12 weeks were not improved. Girgis et al. [33] compared telephone caseworkers (oncology nurses) to a general practitioner model to find no overall intervention effect.
Additional research on the frequency, timing of in relation to diagnosis, and length of telephone support is needed to determine what level of intervention is needed. In addition, whether regional and generational differences exist in response to telephone support needs to be examined [20] .
Overall Conclusions Regarding the Effectiveness of Psychosocial Interventions.
Overall, 11 of the 19 studies included in this integrative review showed positive results [7, 23, 25, 26, 31, 32, 34, 35, 38, 40, 41] , and an additional 4 showed positive results [5, 19, 33, 36] based on a post hoc analysis. Consistent outcomes that were affected by more than one study in this integrative review included decreased depression [19, 26, 35, 41] , decreased anxiety [7, 26, 32, 41] , improved quality of life [25, 41] , and enhanced functional status/well-being [31, 38] . These positive results demonstrating the effectiveness of psychosocial interventions are consistent with positive results from previous metaanalyses [9, 12, 16, 17, 45] and integrative reviews [11, 13] . In contrast, one previous integrative review reported that psychosocial interventions do not improve depression [15] while two integrative reviews reported psychosocial interventions do not prolong life [14, 18] . This outcome of not increasing survival time is consistent with findings from this integrative review that showed survival time in two studies did not increase in the group receiving psychosocial interventions [19, 36] while one study reported a decreased risk of cancer reoccurrence in the group receiving psychosocial intervention [9] . Several authors of meta-analyses and integrative reviews have stressed the need for greater consistency within the research trajectory in this area in order to report conclusively that psychosocial interventions are effective [15, 18] .
A Summary Regarding the Quality of Studies Reviewed.
Variations among outcome measures, treatment conditions (cancer stage, treatment type, treatment location, and group/ individual approach), age, racial/ethnic background, and methodological quality made it difficult to draw definitive conclusions from this integrative review. What is clear is that both clinicians and researchers would benefit from future studies which build on previous findings, use comparable outcome measures, and adhere to standards of quality research such as those identified in the CONSORT guidelines [22] . It is important to identify what types and duration of intervention are effective for what population. As Jacobsen and Jim [17] commented "psychosocial care that is ineffective may be worse than no care at all" (p. 214). All of the 19 studies reviewed included detailed information about the analysis phase of their research. But as is evident in Table 2 , not all of the studies reviewed included all of the quality measures that could be expected in a randomized, controlled clinical trial. Fewer studies (8 out of 19) included a power analysis, fewer studies addressed treatment fidelity (8 out of 19) , fewer studies (9 out of 19) specified the method of randomization, fewer studies (5 out of 19) discussed blinding, fewer studies (9 out of 19) described reasons for dropping out of the study, and fewer studies (8 out of 19) used an intent-to-treat analysis.
Researchers need to include the quality measures listed in the CONSORT guidelines [22] , incorporate cancer-specific outcomes measures, and explore whether certain interventions are more effective in select racial/ethnic or age groups. Additional research in needed to clarify if differences in time of diagnosis, cancer stage, the influence of age, or geographic area impact the effectiveness of psychosocial interventions.
It is useful to examine individual study quality by comparing a perfect score of 13 based on allocation of 1 point based on whether (1) a hypothesis was provided, (2) eligibility criteria are clear, (3) the intervention is described in sufficient detail for replication, (4) treatment fidelity is discussed, (5) a power analysis was provided, (6) the method of randomization was clear, (7) blinding was discussed, (8) reasons for dropouts were given, (9) an intent-to-treat analysis was used, (10) recruitment dates were specified, (11) study limitations were described, (12) funding sources were listed, and (13) a trial registry was mentioned. These 13 criteria included in the CONSORT guidelines [22] and summarized in Table 2 provide guidance when ranking study quality. Using these 13-point criteria Pitceathy et al. [26] and Walker et al. [37] received high scores of 11, followed by a score of 9 for Kravitz et al. [34] , Spiegel et al. [36] , and Kissane et al. [19] and by a score of 8 achieved by Andersen et al. [23] and Girgis et al. [33] . A midrange score of 7 is observed for Andersen et al. [31] , Antoni et al. [32] , Manne et al. [35] , and Fukui et al. [40] while a score of 6 is seen for Antoni et al. [7] and Miller et al. [25] . Lower quality scores of 5 are observed for Aranda et al. [5] , Andersen et al. [38] , Boesen et al. [39] , and Powell et al. [41] . The lowest quality scores of 3 for Rose et al. [42] and 4 for Rose et al. [6] are also evident. It is, however, important to remember that not all of the above-mentioned scores obtained from the CONSORT guidelines [22] are of strictly equivalent value for determining study quality.
Only eight studies [19, 26, 32, 34, [36] [37] [38] 40] did an adequate job of assuring treatment fidelity including (1) basing interventions on theory, (2) offering standardized training to those implementing the intervention, (3) monitoring to ensure interventions were consistently provided, (4) reinforcing training to avoid loss of skills or variation in approach, and (5) minimizing contact between treatment and control groups [46] . Too few studies have included mental health nurses or been designed by mental health nurses [6, 42] . Although it is a challenge given current economic realities, there is a need for mental health nurses to locate funding for randomized clinical trials and to focus on the effectiveness of mainstay interventions within mental health nursing practice, namely, therapeutic communication and supportive care in minimizing depressive symptoms and improving quality of life measures among individuals who have been diagnosed with cancer.
Eleven studies documented positive outcomes from psychological interventions [7, 23, 25, 26, 31, 32, 34, 35, 38, 40, 41] and an additional 4 showed positive results [5, 19, 33, 36] based on ad hoc analysis. Data collection is continuing for 2 studies [6, 37] . Additional research is needed because the literature continues to be full of methodological gaps and discrepancies. As Edwards et al. commented [18] it is difficult to integrate the results of randomized, controlled trials because of the variability of interventions, age groups, ethnic/racial backgrounds, cancer stages, outcome measures, and methodological quality. It is critical to increase the number of qualitative studies to determine what sort of intervention cancer patients of varied ages, ethnic/racial backgrounds, and cancer stages feel would meet their psychosocial needs. When those perspectives have been assessed researchers can design more effective randomized clinical trials that help close existing gaps in the literature.
